| INTRODUCTION
Active treatments, such as prescribed exercise, tend to be effective in reducing pain and increasing function for common persistent musculoskeletal (PMSK) pain conditions, such as low back pain or osteoarthritis (Geneen et al., 2017) . However, the majority of people do not adhere to their prescribed exercise, and therefore may not experience their intended benefits (Jordan, Holden, Mason, & Foster, 2010) . Research into exercise adherence is minimal, largely due to the lack of standardized measurement methods (Beinart, Goodchild, Weinman, Ayis, & Godfrey, 2013; Geneen et al., 2017) . This results in a deficiency of homogeneous data to enable comparison and formulation of treatment standards. The Exercise Adherence Rating Scale (EARS) was developed as the first standardized, validated measure of exercise adherence to prescribed home exercise (Newman-Beinart et al., 2017) and is currently being translated from English into nine other languages.
The EARS is a brief, self-report measure comprising three sections: section A requires participants to document their exercise prescription given by their healthcare provider; section B is a six-item measure of adherence; and section C is a 10-item measure of factors that influences (helps or hinders) exercise adherence. Construct validity was confirmed through exploratory categorical data factor analysis on section B of the questionnaire (Newman- Beinart et al., 2017) .
When explored in a population with persistent low back pain, all items loaded strongly on one factor, and the test-retest reliability was high.
However, the interpretation and comprehensibility of the EARS has not been measured in a wider musculoskeletal pain population.
The aim of the current study was to assess the face validity and comprehensibility of the EARS. To achieve this, the cognitive interviewing technique "think aloud" was employed as it provides a means of obtaining an empirical exploration of cognitive processes while performing a task (Green & Gilhooly, 1996) . This allows potential issues in the interpretation and comprehension of the EARS to be explored. It has been used in a variety of contexts to test questionnaire comprehension, such as the Theory of Planned Behaviour Questionnaire (Darker & French, 2009) (Gardner & Tang, 2014) .
| METHODS

| Participants
Following previous research employing the "think aloud" protocol (Darker & French, 2009; Gardner & Tang, 2014) , a sample of 20 participants was deemed appropriate to capture rich, heterogeneous data for analysis. Participants were recruited via posters displayed displayed on a UK university campus and in an outpatient physiotherapy department. Screening questions were used to determine eligibility, and participants were invited to attend a face-to-face appointment with the researcher. Individuals were eligible if they reported having been diagnosed by a registered healthcare provider with PMSK pain and had been prescribed exercise as treatment. Individuals who could not read or speak English fluently were ineligible for the study.
| Procedure
Ethical approval was acquired through a local university institutional review board, the national research ethics committee and research governance approval from relevant National Health Service foundation trusts.
Prior to completing the questionnaire, written informed consent was obtained, and the participants were read instructions adapted from the original protocol by Green and Gilhooly (1996) . Participants were not asked to explain the reasons for their thoughts or responses, but simply to vocalize all thoughts that are normally silent while completing a questionnaire (full instructions available on request).
Participants first practised the technique using a few unrelated questions before being given section B and C of the EARS and the audio recording commenced. Data were transcribed verbatim.
| Analysis
A thematic analysis approach was applied (Braun & Clarke, 2008) 
| RESULTS
Twenty participants (range 19-65 years; mean = 34.6; standard deviation = 13.9; 70% female) provided written informed consent and were enrolled into the study. Participants were diagnosed with persistent low back pain (7), fibromyalgia, (4), knee pain (4), hip pain (3) and osteoarthritis (2). The mean time taken to complete sections A and B was 5.97 min.
Forty-five per cent of the participants reported no issues with the six-item adherence scale (section B) and 80% experienced no issues with the 10-item help or hinder scale (section C). Issues were reported in 6% of responses; 20 issues, out of a total of 320 segments, were identified: 16 issues in section B and four in section C. Two themes were identified in the data: interpretation difficulties (confusion between physical activity [PA] and prescribed exercise; and spontaneous inference) and comprehension difficulties.
| Interpretation difficulty
This theme described issues in interpretation, including deviations from the original intended meaning of the question, as well as the participant's uncertainty in their response. Two subthemes were identified.
| Confusion between PA and prescribed exercise
Eight respondents reported 11 issues (55% of all issues) due to confusion between general PA behaviour and specific prescribed exercise (Table 1) . Some participants recalled instances of engaging in general PA, such as walking to work, instead of the exercises prescribed by their healthcare provider when they responded to the question:
Completely disagree because I am still trying to stay healthy and still trying to go to the gym and stay active; even if I forget to do the exercises or one of them, I'm still going and working out (P1; female, back pain)
| Spontaneous inference
This theme described issues that participants experienced in responding to questions because they had not received or understood a specific prescription of exercise, which meant that they developed a Confusion may also have been due to an unclear exercise prescription from a healthcare provider. Some participants stated that they were not given specific recommendations about exercise dosage, so had difficulty in responding to the questionnaire. In this situation, participants referred to hypothetical scenarios, as they did not have precise recommendations to comment on and therefore were unable to answer the questions posed. This was particularly evident in participants with widespread pain conditions, such as fibromyalgia. The four participants with fibromyalgia (50% of those experiencing this confusion) reported that they had received non-specific exercise or PA advice. This may indicate that a specific prescription of exercise and PA (which checks patient understanding) needs to be included in a healthcare consultation, as well as more general discussions around the collaboratively agreed treatment goals and action plans, including exercise dosage or PA recommendations.
PA is a multifaceted construct, defined as "any bodily movement produced by skeletal muscles that results in energy expenditure" (Caspersen, Powell, & Christenson, 1985) . However, PA recommendations can also be measured by the EARS if the parameters are well defined and measurable-for example, walking for 30 minutes a day at a pace that makes you slightly out of breath. Our participants may not have been aware of the differences between PA and exercise, making our questionnaires difficult to interpret. The scale may need to provide better definitions of these behaviours, in line with other scales measuring similar constructs, such as the International Physical Activity Questionnaire (Godin & Shephard, 1985) .
Five comments referred to issues with understanding the rating scale, but only minor clarification was required before participants successfully completed these questions. Amendments to the instructions may alleviate these issues with comprehension.
| CONCLUSION
The present study demonstrated that the EARS questionnaire is understandable and has good face validity, adding to the evidence that it is a robust measure of adherence. Healthcare providers should be aware that there is a potential for people with PMSK pain to misunderstand the questionnaire if exercise or PA specifications are unclear. Instructions for the scale could be refined to specify that questions refer to prescribed exercise or specific PA recommendations. The development of this scale will aid in providing a better understanding of exercise adherence behaviours.
CONFLICTS OF INTEREST
There are no conflicts of interest to disclose.
ORCID
L.B.
Meade http://orcid.org/0000-0002-8600-0129
